MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

DEPARTMENT OF PUBLIC HEALTH AND WELFAR

—-63—-002322

STATE FILE NUMBER

DO NOT WRITE
ON THIS STUB

AMENDED

V§ 300
Rev. 4/59

DATE AMENDED

Registration District Now _________°

1. PLACE OF DEATH
a. COUNTY

Lawrence

2. USUAL RESIDENCE (Where deceated lived.

o STATEMi ggouri ™ COUNY Christian

If institution: Residence before

sdmission)

b. CITY {If vutside corparste limits, give TOWNSHIP only)

ox
TowNn Mt, Vernon

Langth of stay in 1b

17 days

c. CITY

woww  Ozark, Route #2

Inside Limits

Yos [ No X

<. FULL NAME OF (If NOT in hospital, give location}

HOSPITAL O

R
iNsSTITUTION Mo, State Sanatorium

Inside Limits

Yes[J No B

d. STREET
ADDRESS

(If cutside, give location)

Reside on Farm

4 Mides Nonih of Opank |

Yer Iik Ne O

-3. NAME OF DECEASED
(Type or print}

First

Middle

Last

I's, DATE Month Day

Year

OF
DEATH - February 4, 1963
9. AGE (last binthday} [ IF UNDER 1 YEAR | IF UNDER 24 HR
7 8 Months Days Hours Min.

BIRTHPLACE (City and state or couniry) | 12, CITIZEN OF WHAT COUNTRY

 Gravity, Iowa v. S.

14. NMAME OF HUSBAND OR WIFE

George M,

Address

Mae Johnson

7. Married Never Married [] |8. DATE OF BIRTH
Widowed [] Divorced. [J 1=12-85

1

Vesta
5. SEX 6. COLOR OR RACE

Female White

10a. USUAL OCCUPATION (Give kind of work done
during most of warking life, even if retired)
Housewife

t3a. FATHER'S NAME

Elsworth Wilson
15. WAS:DECEASED EVER IN U.5, ARMED FORCES?
{Yes, no, or unknown) | (if yss, give war or dates
no
18. CAl.ISE OFf DEATH (Enter only ona causs pd
PART |- DEATH WAS CAUSED B

IMMEDIATE CAUSE {a]

10b. KIND OF BUSINESS OR iNDUSTRY

13b. MOTHER'S MAIDEN NAME

Etta Hixson
14, SOCIAL SECURITY NO.

17. INFORMANT

Hospital records, Me +84+8. Mt.Vernon,Mo.

iNTERVAL BETWEEN
QOMNSET AND DEATH

5 vear

Severe pulmonary msufficiency

DOCUMENT

ove oty Pulmonary fibrosis

Coanditions, if any,
which gave rise to
above cause (a),
stating the under-
fying causs leat.

PART 1.
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oue 10 ¢ _Bronchiectasis

OTHER SIGNIFICANT CONDITiONS CONTRIBUTING TO DEATH Hut not releted 1o the terminel
disease condition given in PART | [a)

PART (L. 1§ deceased war  fomale was
thera a pragnancy in |ast 90 days.

l[] Yes I O Ne l 0 Unknown
njury in PART | or PART I} of item 18.)

Arteriosclerotic heart disease
19. WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE. 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of
PERFORMED? [m] O

. YeSO NOIE

20c. TIME OF
INJURY

- Hour Month, Day, Year
"a.m.

p.m.

20d. INJURY QCCURRED
WHILE AT WORK []
NOT WHILE AT WORK [

%
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w
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w
=
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MEDICAL CERTIFICAYTION

20e. PLACE OF INJURY {a.g., in or about home, COUNTY

farm, factory, street, office bidg., efc.)

1-18-63 2=4-63 2=4-63
8:22 a,m, m on the date steted abiove, and to the.best of my knowledge, from the causes stated.
22c. DATE S51GNED

2=4=63

{State)

20f. CITY, TOWN, OR LOCATION

ta and Isst saw BEEKslive on

OR
TYPEWRITER RIBEON

d from

_21. 1 sttended the d

" Death occurred' at.

22b. ADDRESS |
Mo. 8. S§., Mt. Vernon, Mo.
MATORY 23d. LOCATION {City, town, ar county)

USE BLACK INK

22 !IGHA“II

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




'l;....{ FOINnS L+ w, ISV 114 S

cnbronay Ind guoy

ol v econd i gaswsD

 STATEMENT. BY: LICENSED EMBALMER

| hereby cerfify that the body whase name’ is* Fe'é&;’giéd Bh the reverse side of this certificate was embairned by me,

or by _ : Student Embalmer No.

R
R ) S "\

working under my persd.nat supervision.
Student Signed %-’MJ )%44'

Signature of Student Embalmer
Licensed Embalmer No 5{37 o

Fo=a1-1 7 P
N N P. O. Addressw
PR £ T < T .

Note: The above MUST BE SIGNED 8Y THE LICENSED EMBALMER in his OWN HANDWRITING. (Faulure te comply
with ‘the abova constitites grelinds for. revocation of license).

H embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If thls body is not embaimed fact should be so stated above.




